associated with advanced age. [9] [10] [11] The demonstrated higher prevalence of such age-associated noncommunicable comorbidities among HIV-positive patients over 50 years compared with HIVnegative peers, 12 contributes to increased medical complexity of care. 11 To further improve clinical care pathways and to prepare for future challenges of stable older patients on ART, it will be essential to estimate the numbers and needs of such patients in care. The aim of this study was to project the likely age distribution of PLWHA at treatment sites in Asia participating in the TREAT Asia HIV Observational Database Low Intensity Transfer (TAHOD-LITE) study to further understand and quantify the changing demographics of HIV and aging at these sites.
METHODS

Patient Selection
All analyses were based on patients recruited to TAHOD-LITE, an extension of the TREAT Asia HIV Observational Database (TAHOD), 13 
Statistical Analysis
We calculated yearly age distributions from 2000 to 2013 of the TAHOD-LITE population by age groups of 5 years, and grouped them from below 18-24 years, and 60 years and older. To project the age distribution of the clinical population into 2025, we estimated yearly mortality by continuously applying a 4-year simple moving average to the mortality rates of each age group. We chose the length of the period because all sites report complete data between 2010 and 2013. The yearly lostto-follow-up rate in each age group was assumed to be constant at the level of 2013 up to and including 2025. This rate included both lost-to-follow-up and transfers to other clinics. For the period 2014-2025, we assumed that new patients entered the clinics at the same rate, and with the same age distribution, that was seen in 2013. Given that we only projected using aggregated data by age group, we factored in aging by moving a fifth of patients from every age group to the next year, except for the group 18-24 years where one-seventh of patients was moved, and the group of 60 years and older where no movement to further age groups occurs.
RESULTS
We included 29,112 HIV-positive patients in our analysis. The total number of patients attending care increased The age distribution has substantially changed between 2000 and 2013, and is projected to continue to shift in the coming years (Fig. 1) . The proportion of patients of age 50 years and older in TAHOD-LITE increased from 2.4% in 2000 to 18.0% in 2013. We estimated that the 50 years and older age group will account for more than 28% of all patients by 2020 and close to 32% in 2025.
To test the robustness of our estimations, we examined the sensitivity to our model assumptions. For example, a yearly 2-percent decrease in absolute intake which may occur if sites reached their maximum capacity, resulted in a reduction of total patients of nearly 2000 compared with the standard model. However, changes in the proportion of patients in the 50 years and older age group remained minimal, increasing to 33% by 2025. On the other hand, an increase in absolute intake by one percentage point each year would increase total patients by about 1000, but the proportion of people over 50 years would largely stay the same, going from 32% to 31% in 2025. Changing mortality rates to constants also had little influence on numbers and proportions at the end of the projection period. An increase or decrease in lost-to-followup rates led to respectively lower and higher total numbers by 2025, but did not change the proportions of the age distribution.
CONCLUSIONS
As a consequence of longer survival the number of PLWHA over 50 years of age at treatment sites in Asia is projected to rise substantially by 2025. We estimated that by this time, close to a third of the HIV-positive population in the TAHOD-LITE cohort will be 50 years or older. It is worth noting that the recommendation to treat all is likely to further increase the proportions of age groups presented in this analysis.
Aging populations have already been described in Western and Central Europe and North America where more than half the PLWHA are over 50 years old. 6, 11 With further ART roll-out and advances in care, changes in TAHOD-LITE will possibly catch up with trends seen in those regions today.
A major strength of the study was that it includes complete clinic data from all patients seen at each site. However, there are limitations to this study; first and foremost, as we only used data from 1 or 2 sites in select countries, results should not be interpreted as representative for whole countries or the entire region. Nonetheless, our study clearly indicates the growth in older populations across all our sites and it seems unlikely that aging patterns would be substantially different in other countries. Secondly, our assumption of a constant age distribution for new patients may not be correct as studies from resource-rich countries indicate increasing age at seroconversion. However, by setting the age distribution of new patients to the 2013 level if anything we are likely to underestimate slightly the proportion of older populations.
With an aging HIV-positive population, expansion of effective ART, and AIDS-defining illnesses becoming increasingly rare in those with HIV-RNA suppression, the burden of chronic diseases associated with aging such as cardiovascular disease and non-AIDS related cancers will likely 
